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’blood-tinged." In my case, though the froth was abundant
- during the attack, there was no sign of its presence at the
necropsy. This may be due to the relatively long period
which elapsed between the patient’s death and the post-
mortem examination; though it is possible that the fluid
which was evacuated represented most of what was secreted,
and that it was the sudden gush of a comparatively small
quantity rather than the continuous secretion of a large i
amount which suffocated the patient. The only other
case which I can find which seems to resemble mine in
this particular is one quoted by Riesman as follows :
"Jaccoud reports a case of typhoid fever terminating
fatally within 15 minutes from acute pulmonary oedema,
which he designates as un veritable coup de sang
pulmonaire.’ The autopsy revealed nothing to explain the
t:agic event."
The age and sex incidence in the cases the records of
which are readily accessible afford some features of interest.
Of Riesman’s six cases only one patient was a male; of
Hewlett’s four cases all were females ; Lissaman’s patient
was a female ; Lindsay Steven had one male and one female;
so that of the 14 cases, including my own, only three were
males. One of these was 72 years of age, another 50 years,
and the third 40 years. With one exception all the women
were 38 years of age or over, most of them being past
.40 years of age. The one exception is Riesman’s Case 2 in
which the patient was aged 25 years and was asthmatic.
High blood pressure was a notable accompaniment in all
iHewlett’s cases, a fact which points strongly to the existence
in all of them, and therefore in most others, of some organic
affection of the arteries.
As to the treatment which is proper to cases of acute
pulmonary oedema, there is considerable diversity of opinion.
Reisman says that the best results are obtained by venesec-
tion and quotes with approbation Merklen’s enthusiastic
testimony to this line of treatment-" c’est l’unique salut." "
’Hewlett, however, who employed it in one case in which
" the cyanosis was intense and the pulse tension high," was
disappointed with the result. " It did not relieve the patient
at all and she recovered from this attack much more slowly
and was weaker than after any of the others." The remedy
which he recommends, and in which he expresses great con-
-fidence, is the subcutaneous injection of a quarter of a grain
of morphine, a measure of which Lindsay Steven dis-
approves.
Lissaman, who used alcohol, nitro-glvcerine, and sedative
drugs in vain, was moved to try the effect of the inhalation
of small quantities of chloroform. The result was so
successful that he discarded all other remedies and both he
and his patient learned to place the utmost reliance upon
this form of treatment. Against this testimony must be set
that of Victor Pedersen 8 of New York who relates a case in
which the symptoms developed immediately after, and
seemingly as the result of, chloroform anaesthesia. This
author speaks highly of extensive and repeated dry-cupping,
an expedient in favour of which Riesman also expresses
’himself strongly.
My own case was treated, quite ineffectually, by orthodox
emergency methods. Had I to deal with it again I should
act differently. More than once when I was watching the
man’s agony the possible utility of venesection crossed my
mind but I was deterred from having recourse to it by the
existence of the pronounced aortic regurgitation to which I
had been listening a few minutes before. From what I have
seen of the literature on the subject I am disposed to think
that this little operation might have saved the patient’s
life. To what has already been quoted in its favour let me
add the note of confidence which is sounded in the following
passage: " L’asphyxie est rapide. Pas une minute n’est &agrave;
perdre. 11 faut pratiquer la saign6e....... La saign6e doit
bre large : 300 A 400 grammes. Le medecin n’hesitera pas.
Sans crainte de la syncope, et malgr6 l’aspect blafard du
malade, il tirera la quantite de sang n6cessaire."I 9
Having regard to the fact that acute oedema of the lung is
an accident which may befall a patient at any time, even in
our consulting rooms, it is well for us to be prepared with a
means of treatment which is so well and positively re-
commended.
York-street, W.
6 Clinique de la Piti&eacute;, 1883.
7 La M&eacute;decine Moderne. 1903, vol. xiv., p. 145.
8 Acute &OElig;dema of Lungs, Annals of Surgery, vol. xliii., 1906.
9 Clinique Th&eacute;rapeutique, Huchard and Fiessinger (Maloine, 1907),
p. 8.
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CARCINOMA OF THE OVARY OCCURRING IN A CHILD
AGED SEVEN YEARS.
BY EVAN W. PARRY, M.R.C.S. ENG., L.R.C.P. LOND.,
LATE HOUSE SURGEON, BRIDGWATER HOSPITAL, SOMERSET.
THE following case I think is worthy of record owing to
the unusual age of the patient. There was nothing of
importance in the family history or in the past history of
the patient.
About Christmas, 1906, the patient first began to complain
to her mother of pain in the abdomen. The mother thought
the pain was due to indigestion and therefore did not then
bring the child for treatment ; but at the beginning of
February, 1907, the mother first began to notice an en-
largement of the abdomen of the child. This increased
rapidly and caused the child to be brought to the Bridgwater
Hospital on March 16th. The pain which the child had first
complained of at Christmas had continued off and on up to
the time of admission but was never severe. During the
six weeks before admission the mother said there was distinct
wasting to be noticed about the limbs and face. At the
time of admission to hospital the abdomen was markedly
prominent and more so on the right side than the left.
Filling the abdomen to within a finger’s breadth below the
ribs was a firm hard mass with an irregular surface. The
irregularities were rounded and smooth and firmer than the
rest of the tumour, and one, situated just above and to the
left of the pubes, and of about the size of a hen’s egg, seemed
to have a short pedicle and was moveable to some extent. The
larger mass was not moveable. - The fingers could not be
pressed down into the pelvis below the tumour. The whole
tumour was dull on percussion and no thrill could be obtained.
The splenic and the liver dulness were normal. Shifting
dulness could be obtained in the left flank but not in the
right. Per rectum nothing of the tumour could be felt.
On March 17th, the day after admission, the patient had a
rise of temperature to 102 4&deg; F., accompanied by pain in
the abdomen similar to the attacks she had at home, but the
pain was more severe. There were no symptoms excepting
the pain and tenderness and there were no changes in any
of the physical signs. The pain was relieved by hot
applications and the temperature fell gradually until
it became normal on the 20th. On the 21st it was
decided to perform an exploratory laparotomy. The
operation was uerformed bv Dr. G. W. H. Bird. assisted
by Mr. R. H. F. Routh, and the anaesthetic was administered
by me. The abdomen was opened in the middle line
two inches above the pubes. Some clear fluid was thus
released from the abdominal cavity and the tumour found
to be of right pelvic origin. There were extensive old and
recent adhesions of the tumour to the great omentum. These
were partly separated and partly ligatured off and divided
until the tumour could be delivered out of the abdomen.
The right Fallopian tube was ligatured off separately and
divided. The peritoneum of the pedicle was then dividedcircularly and ligatured by two unlocked ligatures of silk,
the tumour cut away, and an additional ligature put round
the whole stump. The abdominal wall was closed in one
layer. The patient stood the operation fairly well and made
an uninterrupted recovery. She got up on April llth and
went home on the 17th, able to run about like any other
child and looking well.
The tumour on examination was found to be solid but very
friable and with numerous nodular outgrowths, on the
average of about the size of walnuts. It was covered entirely
by peritoneum and had occupied the broad ligaments. No
ovarian tissue could be found anywhere, neither on macro-
scopic nor microscopic examination. On section the interior
of the tumour was solid excepting at a few spots where
there were little pockets of about the size of peas filled with
a straw-coloured fluid. The cut surface was yellowish and
friable with islands of firmer white tissue scattered here and
there. The weight of the tumour was 2 pounds 1 ounce. A
portion of the tumour was sent to the Laboratory of
1608
Pathology and Public Health, then at 62, Queen Anne-
street, and at first it was reported as an endothelioma
(alveolar sarcoma), but subsequent examinations showed it
to be of carcinomatous nature.
The patient improved rapidly after the operation and put
on flesh. On May 15th the patient was again seen and was
apparently perfectly well, and no abnormal physical signs
could be detected anywhere. The scar was very firm. But
at the end of July she was again seen and was obviously
wasting, with signs of recurrence in the abdomen with free
fluid.
Earl’s Court, S.W.
NOTE ON AN UNUSUAL CASE OF APPENDICITIS.
BY A. KNYVETT GORDON, M.B., B.C. CANTAB.,
MEDICAL SUPERINTENDENT OF MONSALL FEVER HOSPITAL.
THE following case deserves mention as showing how
closely the symptoms and course of enteric fever may be
simulated by what was primarily an attack of appendicitis.
The patient, a female, aged 11 years, was admitted into
Monsall Hospital on Sept. 10th, 1907, having been certified
as sU:l1ering from enteric fever; this was apparently the
eleventh day of disease. The history was that she had been
ill for a year with "nervous debility"; this was, however,
apparently subacute rheumatism. On August 31st she was
attacked suddenly with headache, diarrhoea, abdominal pain,
and vomiting ; these were followed on Sept. lst by shivering
and sweating. As the diarrhoea continued and the abdomen
became slightly distended she was notified for removal to
hospital.
On admission I found the usual signs of mitral regurgita-
tion and, in addition, there was some bronchitis with
diminished air entry at the base of each lung. The tongue
was dry and coated in parallel lines. The temperature was
105&deg; F., the pulse was 140. and the respirations were 40.
There was slight but general abdominal distension. Nothing
abnormal could be felt in either iliac fossa or in the region of
the bladder. Fairly deep palpation was possible without
eliciting any tenderness anywhere. The spleen could not be
felt. The lower limit of the liver dulness was half an inch
above the costal margin in the right nipple line and the
costal margin itself in the anterior axillary line, There was
no diarrhoea and the stool passed after an enema was dark
and partly formed. The Widal reaction gave a negative
result. I thought that the patient was probably suffering
from a moderately severe attack of enteric fever supervening
on subacute rheumatic endocarditis.
On Sept. 12th there was some abdominal pain which was I,
referred to the umbilical region ; this was not accompanied
by any symptoms of collapse. The respiratory movement
was fair ; the pulse-rate was 110. The liver dulness was
further diminished below by half an inch in the nipple
and axillary lines. There was no muscular rigidity and
nothing to be felt on deep palpation in the right iliac
fossa; there was no tenderness. An ice-bag was applied
to the abdomen and the patient was carefully watched.
The pain passed off almost immediately but recurred
at 6.30 P.M. and again at 11.15 P.M. There was no
change in the physical signs but the temperature had
fallen from 104&deg; to 1010; the ice-bag was removed. On the
13th there was no more pain but the pulse-rate had risen to
140 and there was some haemorrhage from the bowel. A
definite diagnosis of enteric fever was made. Shortly after
mid-day, despite there having been no recurrence of pain,
the liver dulness had markedly diminished, though the
general abdominal distension had not increased. Perforation
of the intestine was suspected and under local anaesthesia
with B eucaine lactate and adrenalin solution an incision
1 inch in length was made into the peritoneal cavity at the
outer edge of the right rectus. As there was no sign of
peritonitis whatever and a presenting coil of intestine was
normal in appearance the incision was sewn up in layers ;
there was no free gas in the abdominal cavity. On the 14th
the liver dulness had returned to normal. There was more
haemorrhage from the bowel. The patient seemed slightly
better. On the 16th there was evidently increased toxaemia
and there was intermittent abdominal pain. The abdomen
was soft and the distension had diminished. The patient
died on the 19th, apparently from the toxsemia of enteric
fever.
Neo’l’opsy.-At the post-mortem examination, made shortly
after death, there was no sign of enteric fever whatever and
no peritonitis in any situation. The condition of the
appendix, however, was peculiar : at its proximal end it was
apparently normal ; the tip was adherent to the caecum lower
down and on slitting the latter open an ulcer of the size of
half a crown was seen, having an opening into the appendix
at its base. The liver was of normal size and on section was.
found to be riddled with abscesses of varying size. The-
patient had obviously suffered from appendicitis in the first.
instance with pylephlebitis arising by infection from the-
ulcer in the cseoum. The heart showed the usual signs of
chronic mitral disease. The vegetations on the valve were-
not of recent date. Cultures from the liver gave almost a
pure growth of bacillus pyocyaneus.
The interesting points in this case are :-1. The entire
absence of any local peritonitis accompanying inflammation-
of the appendix and of the cascum. In the absence of this
it is difficult to see how a diagnosis of appendicitis could)
have been made. 2. The entire absence of any hepatic
symptoms during life. 3. The closeness with which the
toxaemia from the intestinal organisms simulated that of
enteric fever. Inasmuch as cultures were not taken during
life it is difficult to say whether or not bacillus pyocyaneus
was the main factor in this case; judging by analogy from
similar cases one would suspect that bacillus coli communis-
was also concerned.
I should add that the abdominal incision was made in con--
sequence of the difficulty that otherwise existed in determin-
ing the absence of perforation. In this case, though the
pain was indefinite, the increase in the rapidity of the pulse
combined with the loss of liver dulness were taken as an
indication for the peritoneal incisior, which in itself pro--
duced no constitutional disturbance whatever.
Manchester.
NOTE ON A CASE OF RHEUMATIC HYPERPYREXIA
IN A CHILD AGED SIX YEARS.1
BY G. H. LOCK, M.R.C.S. ENG., L.R.C.P. LOND., D.P.H.
THIS rare and fatal complication of acute rheumatism,.
hitherto, so far as I can discover, unrecorded in so young a,
patient, occurred recently in a girl, aged six years, whom I’
had attended at birth and since whenever she was ill. Her
father had worked in compressed-air caissons for years and!
always successfully passed the periodical medical examina-
tions to which such workers are subjected. Her mother was.
young and perfectly healthy. A maternal aunt had suffered
from rheumatism; otherwise the family history was free from
this disease and good in other respects. The child, with the
exception of measles followed by whooping-cough, enjoyed
good health during infancy. She grew up healthy, of alert
intellect, and engaging disposition and manners. A year
ago she passed through an attack of chorea which
subsided during six weeks’ complete rest in bed, and-
when she was brought to me in January of this
year to report progress she was fit and well with the-
exception of a rough systolic murmur at the cardiac
apex. I could not make out that the heart was appreciably
enlarged but the murmur was conducted into the axilla.-
On Sept. 10tb of this year she sickened for left lobar pneu-
monia which, with a temperature ranging between 102&deg; and,
103&deg; F. and no uncommon features, terminated by crisis on
the fifth day. A day or two after this crisis there was a
return of the choreiform movements which at first mild and
confined to the left side subsequently became general and
severe. On the 20th pain in the left hip was complained of’
and the temperature rose to 100&deg;. The child was enveloped
in cotton-wool and five grains of salicylate of soda in an
alkaline mixture were given every four hours. On the next
day (the 21st) other joints were involved, the temperature
was 101&deg;, and the case was a typical one of acute rheu-
matism with chorea. The dose of salicylate of soda was
doubled. The following day (the 22nd), at 11 A.M., the
temperature was 105&deg;. After tepid sponging the nurse
reported a drop to 104’ 5&deg;. Ten grains of salicylate of soda
were administered every hour. At 6 P.M. the temperature
had risen to 1070. An ice pack was ordered and at 8.30 P.M.
the temperature had fallen to 105&deg;. This application of
cold was not well borne, alarming cyanosis and embarrass-
ment of respiration followed. The heart distinctly dilated
and the sounds were almost inaudible. A drachm of
1 A paper read before the Society for the Study of Disease in
Children on Nov. 15th, 1907.
